Why devote a feature section of abdominal imaging to bariatric surgery?
The prevalence of obesity in the United States continues to be high, now surpassing 30% in most age and sex groups after striking increases in the 1980s and 1990s [1] . Obesity is a risk factor for a variety of chronic health conditions from heart disease to cancer, but most importantly diabetes. The prevention and treatment of obesity, especially morbid obesity (BMI > 40), is difficult and programs involving healthful eating and regular physical activity have limited results at best [2] . Surgery continues to be the only effective weight loss option for the morbidly obese. During the past decade, the safety of bariatric surgery has improved dramatically, the laparoscopic approach for gastric bypass has become mainstream and the laparoscopic adjustable gastric band was introduced. Since the beginning of the millennium, the number of in-patient bariatric surgery discharges has increased to about 125,000 per annum with an 80% decrease in mortality (from 0.8% in 1998 to 0.1% in 2008) [3] . Weight loss surgery cases require expert radiologic imaging to evaluate the anatomy and assess complications. While initially, fluoroscopic contrast studies were more common, many of the anatomic alterations secondary to the surgery require computed tomography for appropriate diagnosis.
The history of bariatric surgery begins with the jejunoileal bypass first performed in the 1950s at the University of Minnesota. When the unacceptably high rate of complications of these operations became more obvious, the gastric bypass, initially championed by Edward Mason, appeared on the surgical horizon in the 1960s. Seeking to decrease the metabolic side effects of the operation, the vertical banded gastroplasty (VBG) was introduced, in the 1980s [4] . Unfortunately, the VBG often required surgical revision and was even more frequently associated with inadequate weight loss and this procedure has also fallen out of favor [5] . There are, however, still many patients who have a VBG that require high-quality imaging. The laparoscopic adjustable gastric band was approved by the FDA in 2001. It has become popular among patients for it is perceived lack of life-threatening complications and adjustability, but more recently the literature has been less enthusiastic about this operation [6] . Beitner and Kurian, as well as Keane et al., review this surgery and applicable imaging. Carrucci and Turner review gastric bypass imaging and also discuss the more recently introduced sleeve gastrectomy with or without biliopancreatic diversion and duodenal switch [7, 8] . Roohipour and Herron then do an excellent job of describing the complications of bypass and sleeve gastrectomy. The next articles discuss what is being done to prevent and treat obesity without surgery in children as well as articles on bariatric surgery in children. The Feature Section concludes with papers discussing the causes of obesity and the psychology of obesity.
We consider this subject so important that we are presenting more than just imaging. Morbid obesity and its treatment have touched all aspects of the medical community. Besides radiologists, we have included articles by surgeons, internists, psychiatrists, and epidemiologists, and it is our intent that this Feature Section be read in it is entirety. Having a more complete understanding of this discipline is important for all physicians. Not only is it helpful in discussions with our patients, but also with employees, family members and neighbors. There is no aspect of our profession as radiologists and surgeons about which we get more questions than bariatric surgery. We certainly hope that the obesity epidemic will be more successfully addressed by the Correspondence to: Stephen W. Trenkner; email: trenkner.stephen@ mayo.edu appropriate public health policies in the future. Currently, the prevalence of obesity, and consequently, surgery for weight loss, is such an important topic that we felt it necessary to provide this insight about the whole problem.
